PROPHYLACTIC CAROTID REVASCULARIZATION IN PATIENTS SCHEDULED FOR CABG
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Introduction: 

Approximately 3% coronary artery bypass graft surgery (CABG) cases are complicated by a new clinically-apparent stroke or transient ischemic attack (TIA) mostly occurring either intraoperatively or within the first 2 days post-op. Radiologically-apparent but clinically-silent strokes develop even more commonly. The hospital mortality rates go 10-fold higher if CABG surgery is complicated by a perioperative stroke. It is therefore of paramount importance to risk stratify selected CABG surgery cases for probable stroke risk with an intention to mitigate these risks both medically as well as surgically (when indicated). Haemodynamically-significant carotid artery stenosis is one such major risk factor that probably increases the risk of perioperative strokes. Despite the availability of a large volume of data, no clear consensus exists regarding the efficacy or staging of prophylactic carotid revascularization (Carotid endarterectomy [CEA]/carotid artery stenting [CAS]) in patients planned for CABG surgery. 

Method:

A comprehensive search of PubMed & EMBASE from January 2000 to November 2019 was made using 4 search items: CABG, Stroke, Carotid Artery Stenosis, and Carotid Endarterectomy. The search items were combined using the Boolean operator. A further search was made of the society guidelines of American College of Cardiology Foundation/American Heart Association, American Society of Neuroimaging, European Society of Cardiology (ESC), European Association for Cardio-Thoracic Surgery (EACTS), Cochrane library, & ClinicalTrials.gov with no language restriction.  

Results:

A synthesis of major guidelines suggests that prophylactic carotid revascularization should be considered in these instances: a) recently ‘symptomatic’ carotid stenosis (provided the degree of stenosis is 50-99% in men & 70-99% in women), b) in asymptomatic cases, significant stenosis should be present bilaterally - either 80-99% on both sides, or 70-99% on one side & 100% (occluded) on the other. If carotid stenosis is asymptomatic and unilateral, the overall risk of perioperative stroke is probably not (or only marginally) increased. Hence prophylactic carotid revascularization is not warranted. CEA and CABG can either be performed as a combined procedure or staged (CEA before CABG). Combined procedure is generally recommended in those with severe left main coronary artery disease, diffuse coronary heart disease without satisfactory collaterals, or unstable angina. In patients with chronic stable angina with no recent history of myocardial infarction, staged procedure is probably the safer option. 

Conclusion:

CEA remains the procedure of choice for carotid revascularization. Not only that the 30-day stroke & death rates associated with CAS are higher than with CEA (even in older patients), former requires administration of dual antiplatelet therapy in the postprocedural period – a factor likely to increase the perioperative bleeding risk with CABG. 
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